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I first applied the concept of negative cognitive schemas to explain the 
"thinking disorder" in depression over 30 years ago (Beck, 1964). Bor¬ 
rowing from the cognitive constructs of Kelly (1955) and drawing on 
the vocabulary of Bartlett (1932) and Piaget (1947/1950), 1 proposed that the 
activation of certain idiosyncratic cognitive schemas represented the core problem in 
depression and could be assigned a primary role in the production of the various 
cognitive, affective, and behavioral symptoms. I also proposed that interventions 
aimed at moderating or modifying the dysfunctional interpretations and predictions 
as well as the underlying dysfunctional beliefs (incorporated into the dysfunctional 
schemas) could ameliorate the clinical disorder. 

Since my first forays into the domain of depression and subsequently other 
clinical disorders (Beck, 1964, 1976; Beck, Emery, & Greenberg, 1985; Beck, 
Freeman, & Associates 1990; Beck, Wright, Newman, & Liese, 1993), much of the 
theorizing about the role of schemas in depression and other disorders has been 
supported by clinical and experimental studies (for a review, see Haaga, Dyck, 
& Ernst, 1991). Although the clinical formulation has been useful in 
understanding and treating psychopathology, it has become apparent over the years 
that the theory does not fully explain many clinical phenomena and experimental 
findings. 

Specifically, a number of psychological problems are not adequately 
addressed by the model of individual schemas (linear schematic processing) and, 
thus, warrant attention. This chapter is an attempt to take them into account by 
expanding my original model. Among those problems are the following: 

1. The multiplicity of related symptoms encompassing the cognitive, 
affective, motivational, and behavioral domains in a psychopathological 
condition. 
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1 Evidence of systematic bias across many domains suggesting that a 
more global and complex organization of schemas is involved in 
intense psychological reactions. 

3. The findings of a specific vulnerability or diathesis) to specific suessors 
that are congruent with a particular disorder.. 

4 . The great variety of "normal" psychological reactions evoked by the 
myriad life circumstances. 

5. The relation of content, structure, and function in personality. 

6. Observations of the variations in the intensity of an individual's 
specific reactions to a given set of circumstances over time. 

7. The phenomenon of sensitization ("kindling phenomenon"): successive 
recurrences of a disorder (e.g., depression) triggered by progressively 
less intense experiences. 

8. The remission of symptoms by either pharmacotherapy or psy¬ 
chotherapy. 

9. The apparent continuity of many psychopathological phenomena with 
personality. 

10 . The relevance of the model to normal "moods. " 

11. The relationship among consciousness and nonconscious processing of 
information. 

Although the current model of schematic processing still seems valid and 
useful for clinical interventions, it is apparent that these and related problems 
call for more global constructs and additional refinements related to progress in 
the field. A number of writers have shown a gradual convergence toward the 
integrative model in this chapter (Bandura, 1986; Bargh & Tota, 1988; Bower, 
1981; Dweck & Leggett, 1988; Epstein, 1994; Higgins, 1996; Kihistrom, 
1990; Mischel & Shoda, 1995; Williams, Watts, McLeod & Matthews, 1988; 
Segal & Ingram, 1994; Teasdale & Barnard, 1993; Rachman, 1990). 

In this chapter, I will attempt to present two main additions to the theory of 
simple schematic processing. First, I invoke the notion of modes, a network of 
cognitive, affective, motivational, and behavioral components. The modes, 
consisting of integrated sectors or suborganizations of personality, are designed to 
deal with specific demands or problems. The "primal modes" of most interest for 
the study of psychopathology include the derivatives of ancient organizations that 
evolved in prehistoric circumstances and are manifested in survival reactions, 
but also, in an exaggerated way, in psychiatric disorders. Second, I propose the 
use of the concept of charges or cathexes) to explain the fluctuations in the 
intensity gradients of cognitive structures. This concept can be applied to the 
phenomena of sensitization, extinction, and remission. 

The concept of "energetics" (charges or cathexes) provides an explanatory 
model for the instigation of, and changes in, normal and abnormal states. For 
example, it helps to account for the clinical observation that at 
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the onset of a particular clinical disorder (e.g., anxiety, panic, or depression), 
various systems (cognitive, affective, motivational, and behavioral) shift from a 
relative quiescent state to a highly activated state. Further, the concept of modes 
encompasses clinical conditions characterized by the pre-potence (or hypercathexis) 
of a conglomerate of related or contiguous dysfunctional beliefs, meanings, and 
memories that influence, if not control, the processing of information. The 
model also accounts for the observation that when the clinical syndrome remits, 
the characteristic dysfunctional interpretations and beliefs become less 
salient—or even disappear. 


CASE ANALYSIS 

Consider a relatively simple clinical example: A young man, Bob, suffers from 
an elevator phobia. As he approaches a tall office building containing an elevator 
he will be using, he starts to feel anxious —even though he is involved at the 
time in discussing routine business affairs with a colleague. As they come closer 
to the building, his anxiety increases. Although he has not been thinking about 
taking the elevator, obviously some kind of preconscious processing of the 
anticipated event is occurring and producing anxiety. The implicit knowledge 
that he will be taking an elevator to reach a top floor has already set in motion 
cognitive, affective, behavioral, and physiological processes. 

Although Bob may not be consciously thinking about the elevator (and may 
be absorbed in his business discussion), a "cognitive probe" at this point would elicit 
the same information as if he were actively ruminating about the elevator ride: 
If asked to introspect—to explore all of his thoughts about his anticipation — he 
would acknowledge that he was fearful about taking the elevator. Fie might 
initially, perhaps, be more worried about the unpleasant anxiety he would feel in 
the elevator than about the presumed physical danger associated with a 
malfunctioning elevator. As he enters the lobby, however, the specific fear of 
catastrophe becomes salient. He becomes conscious of the fear that the elevator 
will crash or get stuck: He will get killed, suffocate, or faint. He is also fearful that 
his distress will accelerate to the point that he will start to yell uncontrollably 
and will be humiliated. 

Later when Bob is no longer confronted with the threat of taking an 
elevator, he is no longer fearful of these erstwhile "dangers." The distance from 
the source of danger represents a safety zone or a "safety signal" (Woody & 
Rachman, 1994). But when the same situation arises again, the same pattern of 
fears is repeated. 

Let us examine this phobic reaction pattern. The activating circumstances 
revolve around the anticipated event of riding in the elevator. These circumstances 
are processed through the orienting component of the primal mode relevant to 
danger — the imagined risk of being killed, suffocating, fainting, and losing 
control. As this specific fear is activated, the various com- 
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ponent systems of the mode are energized. We then see the manifestation 
of the activation of the mode: Bob becomes pale, sweaty, and shaky; his 
heart races; he feels faint; and he has a "squishy feeling" in his abdomen. 

The progression of events may be analyzed as follows. Initially, as Bob 
approaches the building, his orienting schema signals that there is danger 
ahead. This signal is sufficient to activate all the systems of the mode: the 
affective system generates rapidly increasing levels of anxiety; the motiva¬ 
tional system expresses an increasing intensity of the impulse to escape; and 
the physiological system produces an increased heart rate, a lowered blood 
pressure resulting in a faint feeling, a tightening of the chest muscles, and 
a cramping of the abdomen. 

At this point, Bob becomes fully aware of his unpleasant feelings and 
wishes to escape, but he is able to activate his voluntary controls to over¬ 
ride this "primal" reaction and to force himself into the elevator. He manages 
to stay in the elevator, albeit with considerable anxiety, until it reaches the 
desired floor. As he steps out, his anxiety recedes. 

We should note the importance of Bob's interpretation of his physio¬ 
logical sensations in adding to his fear of a physical or psychological dis¬ 
aster. Through feedback from his bodily sensations to his cognitive processing 
system, the faint feeling elicits a powerful fear of passing out; the tighten¬ 
ing of his intercostal muscles leads to a fear of not being able to breathe; 
and the feeling of turbulence produced by his increased heart rate and ab¬ 
dominal distress intensify his desire to escape and his fear of uncontrollable 
yelling and banging on the walls of the elevator. This imagined sequence 
of events leads to another fear—that of feeling humiliated by his loss of con¬ 
trol in the presence of other people. Having analyzed Bob's elevator pho¬ 
bia, we can now turn to a presentation of the concept of the mode and its 
application to clinical disorders and normal affective states. 


DEFINITION AND DESCRIPTION: 

STRUCTURE AND FUNCTIONS 

Modes are specific suborganizations within the personality organization and 
incorporate the relevant components of the basic systems of personality: 
cognitive (or information processing), affective, behavioral, and 
motivational. I conceive of each of these systems as composed of 
structures, labeled "schemas." Thus the cognitive system consists of 
cognitive schemas, the affect of affective schemas, and so on. I also include 
the peripheral physiological system as a separate component insofar as it 
contributes a unique dimension to the function of the mode.' The mode by 
virtue of the integrated cognitive-affective-behavioral network produces a 
synchronous response to external demands and provides a mechanism for 
implementing internal dictates and goals. 

Some modes are more "primal" in the sense of embodying more im- 
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mediate and basic patterns relevant to crucial evolutionary derived objec¬ 
tives (e.g., survival and procreation). The content of these modes— for ex¬ 
ample, fears, anxiety, impulse to run away —is experienced as though they 
are reflex reactions to vital situations. Other models are less peremptory 
and are activated by less compelling circumstances, including such prosaic 
situations as studying or watching television. 

I assume that each of the systems participating in a mode has a specific 
individual function, but that they operate in synchrony to implement a coor¬ 
dinated goal-directed strategy. For example, the fight—flight mode is com¬ 
posed of a perception of threat (cognitive system), feelings of anxiety or 
anger (affective system) that prod the individual to do something, the crea¬ 
tion of an impulse to act (motivational system), and the action itself (be¬ 
havioral system). The physiological component consists of the physical 
mobilization for fight or flight. Thus it is possible to describe each system 
(cognitive, affective, etc.) separately, as though autonomous, or in terms 
of its synchronous interactions with the other systems. 

The cognitive system' accounts for the functions involved in informa¬ 
tion processing and assignment of meanings: selection of data, attention, 
interpretation (meaning assignment), memory, and recall. This system is 
composed of a variety of cognitive structures relevant to persons' construc¬ 
tions of themselves and other people, their goals and expectations, and their 
storehouse of memories, previous learning, and fantasies. The processing 
often extends to the secondary elaboration of complex meanings relevant 
to abstract themes such as self-worth, social desirability, and causal attri¬ 
butions. The processing generally proceeds out of awareness (Kihlstrom, 
1990) but the content can be consciously accessed. The basic structures of 
this system have been labeled "cognitive schemas" (see Beck, 1967, for a 
review). The schemas involved in inferences and interpretations are con¬ 
solidated into a "meaning assignment" subsystem. 

Memories have an important place in the cognitive system. Even though 
memories of past events may not be conscious, they can help to mold reac¬ 
tions of present events (Williams, Watts, McLeod, & Matthews, 1988). 
Experiences are abstracted and organized in memory around specific themes. 
When a particular mode is activated, the memories congruent with the theme 
of the mode are also activated. Reactions labeled as "conditioned reflexes" 
have such memories at their core.' 

The affective system produces the various feeling states and their shad¬ 
ings and combinations (sadness, joy, anxiety, anger). An affective reac¬ 
tion is not simply an emotional experience devoid of any vital function. It 
is an integral part of psychobiological strategies concerned with survival 
and procreation. Through pleasure (positive affect) and dysphoria (nega¬ 
tive affect), the affects reinforce adaptive behavior (Beck, Emery, & Green¬ 
berg, 1985). My conception of negative affect assigns it a specific role, 
namely to engage the attention of individuals and to prod them to focus 
on a particular circumstance that diminishes them in some way. Positive 
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affect functions to reinforce goal-directed activity by "rewarding" goal attainment. 

The operation of this system may be analogized to the perception of 
physical pain designed to elicit corrective actions and sensory pleasure that rewards 
adaptive experiences. This system also is composed of defined structures— 
the affective schemas— that produce affect when activated. 

The motivational and behavioral systems provide the mechanism for the 
automatic mobilization (or inhibition) of the organism for action (or into 
inaction). These systems include the various emergency strategies, such as fight, 
flight, and freeze (Beck et al., 1985). The term "motivation," used here as 
opposed to "conscious intention," applies to the automatic involuntary impulses 
and inhibitions that are tied to the primal strategies. The construct of motivation 
includes the biological "drives," such as appetite and sexuality, the spontaneous 
urges to attack or flee, and the "involuntary" pressures to avoid or suppress 
"risky" action. The motivational and behavioral systems, also, are composed of 
structures, labeled respectively "motivational schemas" and "behavioral schemas." 
These structures are triggered automatically and rapidly. 

Although automatic, these motivational-behavioral patterns can be brought 
under conscious control in many instances. The behavioral activations may arise 
independently of conscious intention and, indeed, may precede conscious 
awareness of the impulse to fight or flee, for example. The automatic 
mobilization and conscious impulse to flee or to fight are often contrary to the 
superordinate conscious control wishes. Bob, for example, desired strongly to be 
able to ride in the elevator without experiencing anxiety and an impulse to escape. 
He was able to express his conscious desire by overriding the unpleasant anxiety 
and automatic impulse through the application of his "conscious control 
system" (described below). 

The physiological system is generally involved whenever a mode relevant 
to threat has been activated. In this discussion, I am referring not to the central 
nervous system activation (or inhibition) that underlies all psychological 
processes but to the innervation of the peripheral systems such as the autonomic 
nervous system, the motor systems, and the sensory systems. The physiological 
symptoms, accompanying anxiety or anger, for instance, are important not only 
because they enhance the impulse to flee or fight but also because of the 
interpretations ("I'm going to faint," "I can't stand this") placed on them. The 
physiological feedback from the muscles when the person is mobilized for action 
add to the feeling of being "charged up" (see Figure 1.1). 

The conscious control system is the instrument of the more reflective, 
deliberate, conscious, and less automatic desires, goals, and values; for example, 
to be free of unreasonable fears, to set and attain reasonable goals, to solve 
problems. In contrast to the automatic reflexive impulses in the motivational 
and behavioral systems, these desires and goals are flexible and are not so 
peremptory. The system is also involved in procedural process- 
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FIGURE 1.1. Activation of the mode. 


es such as applying logic to problems and engaging in long-term planning. 
This system is involved in setting controls on the primal systems, by, for 
example, correcting the "automatic thoughts" emanating from the primal 
cognitive system, withdrawing attention from unpleasant thoughts or 
memories, inhibiting dysfunctional impulses, or ignoring unpleasant affect. 
A major function is gaining perspective over the basic cognitive reactions. 

This system allows the individual to form conscious intentions as well 
as to override primal thinking, affect, and motivation. Bob, for example, 
was able to force himself to enter the elevator despite his discomfort and 
powerful urge to escape. Through a therapeutic intervention, he could con¬ 
sciously refrarne the threatening situation (i.e., the inferred danger) into a 
relatively innocuous encounter. The control system, thus, plays the role of 
evaluating the products of the primal cognitive processing (automatic fears, 
self-criticisms, blaming, etc.) by applying more adaptive, flexible, and ma¬ 
ture thinking. The operation of this system has sometimes been labeled 

4' 

metacognition," since it involves "thinking about thinking." 

Activation of the numerous primal modes depends on the "demand 
characteristics" of a situation (e.g., a defensive mode, anxiety mode, evaluative 
mode, attacking or aggressive mode). The arousal of a particular mode is 
generally predictable from the presenting circumstances or, more precisely, the 
person's constructions or image of these circumstances. 

The integrated systems of the primal modes are fashioned to achieve 
particular primal goals— in the example of Bob's phobia, survival. These 
particular modes are primal in the sense that they are oriented towards crucial 
goals such as survival, safety, and security and are essentially reflexive in 
nature. They also involve primal thinking, such as selective abstraction, 
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dichotomous inferences, and overgeneralization (Beck, 1967). The inter¬ 
connections of the systems in the "vulnerability mode," for example, lead to a 
buildup of anxiety and either inhibition or an impulse to avoid or escape from 
the threatening situation. Paradoxically, a pattern that is activated to insure 
safety often produces discomfort and possibly threatens safety by immobilizing 
the individual. 

The concept of the mode has several advantages in explaining complex 
reactions such as an elevator phobia. This concept can account for the following: 
the regularity and homogeneity of an individual's specific phobic reactions and 
other dysfunctional reactions; the consistency in the cognitive content of these 
reactions; the multiplicity of symptoms across all systems; the low threshold for 
formation of symptoms in susceptible individuals; and the progressive 
sensitization to activating events. 


NORMAL AND EXCESSIVE REACTIONS 

Each of the clinical disorders can be characterized in terms of a specific primal mode 

that, when activated, draws on congruent systems to implement the goal" of the 

mode. Consider the following observation: People experience discriminable, well- 
defined reactions that can be regarded as logical consequences of the activating 
circumstances. For example, a serious loss generally leads to a composite of 
sadness, memories of past losses, and, perhaps, some passivity and retardation.' 
A threat of impending disaster evokes a variety of symptoms such as catastrophic 
thinking, anxiety, and sleep disturbance. These reactions, with a characteristic 
individual flavor, are generally consistent when they are aroused. The broad 
symptom picture of the psychiatric disorder—or primal mode—can be understood 
in terms of the activation of the component of the various systems including 
cognition, affect, motivation, and behavior. 

The specific primal reactions of a given patient, although consistent in 
form and content, vary in intensity and threshold. A severe reaction, for example, 
may follow a relatively mild stressful experience if there has been a previous 
succession of stressors. This phenomenon can be explained as a buildup of the 
charge (or energy) of the mode. A particular mode is generally silent or latent at first, 
but through successive relevant experiences can receive incremental charges until it 
reaches the threshold for full activation. In some psychopathological conditions — 
for example, recurrent depression the mode is chronically but subliminally 
charged so that it can become fully activated after a comparatively minor stressful 
event (the kindling phenome non). In some conditions, there may be a temporary 
reduction of the intensity of the charge through a conscious strategy; for 
example, panic attacks may be interrupted by distraction.' 

The concept of the mode can also help to explain feelings of anxiety or 
distress that occur when the person is not consciously concerned about 
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a particular threat. In Bob's case, for example, the impending encounter with an 
elevator activated the danger—vulnerability mode, accounting for his vague 
anxiety, but the cognitive content (i.e., fear of crashing, etc.) did not fully reach 
consciousness until he prepared to enter the elevator. The present model asserts 
that much data is processed implicitly (out of awareness) by the mode while those 
data requiring conscious implementation become conscious. 


MODAL PROCESSING 
VERSUS SIMPLE SCHEMATIC PROCESSING 

The cognitive component of the mode consisting of a number of interrelated 

elements such as core beliefs, compensatory rules, and behavioral strategies is more 
complex than the original simple linear model. The relevant visual, auditory, and 
other sensory data are processed simultaneously through multiple channels, as it 
were. In the primal mode, the highly focused information processing results in 
biased cognitive products.' A phobic mode, for example, by virtue of the 
dominant focus on the concept of danger, selectively abstracts and interprets data 
relevant to a specific danger. This biased cognitive processing is reflected in 
dichotomous thinking, overgeneralization, catastrophizing, and personalizing. 
Attentional resources are locked onto the specific content of the mode (e.g., in 
panic, on somatic or physiological experiences; in paranoia, on possible signs of 
personal abuse). In other words, the cognitive processes are driven by the 
activated cognitive schemas. As Epstein (1994) points out, however, these primal 
reactions are not necessarily dysfunctional and, indeed, may be lifesaving in 
certain situations. 

The difference between simple schematic processing and modal processing is 
illustrated in the following example: A student arrives late to a classroom. The 
specific reactions of the other students are shaped by their idiosyncratic 
schemas; for example, concern for the late student, annoyance for the 
interruption, or gloating over the fact that he had missed some important 
instruction. These specific interpretations, as well as the affect, are usually 
transient. There is no mobilization to action and the students' attention can again 
be switched onto the lecture. The myriad of brief reactions like this can be 
explained by the simple schematic processing model. 

When we analyze the scenario from the standpoint of the experience of 
the late student, however, a more complex model of cognitive processing is 
needed to account for the observations. On his way to class our student is 
determined to arrive on time because the lecture material will be covered in an 
examination. However, he is delayed because his automobile is in a traffic jam 
due to an accident on the highway and he realizes that he could miss the entire 
class. 

These are the activating circumstances for the instigation of a fearful 
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mode. Its orienting mechanism, related to the concept of vulnerability and 
danger, is a vital part of the cognitive organization. When a situation or 
circumstance is perceived as threatening physical or psychological security, 
the orienting mechanism activates the primal mode. The student starts to 
visualize a flood of terrible consequences of his being late: He will fail the 
examination, flunk out of school, be humiliated by the other students, end 
up in skid row. Memories of other students who failed accentuate his fears. 

When a primal mode is activated, all of the systems (cognitive, affec¬ 
tive, behavioral, physiological) remain energized for a period of time after 
the activating circumstances have disappeared. Thus, the tardy student re¬ 
mains anxious for a prolonged period of time even after he gets to class 
and is able to retrieve the material he missed. Similarly, the major dysfunc¬ 
tional modes like depression remain operative long after the precipitating 
event (e.g, a failure or a breakup in a relationship) has passed. The patient 
remains sad and withdrawn and the mode also continues to mold the pa¬ 
tient's interpretations of his experiences according to its own negative content. 


"CONSTRUCTIVE" OR "POSITIVE" MODES 

Productive activities directed toward increasing vital resources may also be 
manifestations of primal modes. A very obvious example is the state of in¬ 
fatuation that facilitates fulfilling the evolutionary imperative of intimate bonding. 
Other expansive modes may be expressed in expanding resources through 
activities such as acquiring wealth and property. The total engagement in 
enhancing interpersonal and material resources is characteristic of the manic 
mode and is reflected in a bloated self-concept. In depression, the productive 
mode is de-energized and the self-concept is impoverished; part of treatment is 
directed toward priming this mode (either through pharmacotherapy or cognitive- 
behavioral intervention). Also included in the constructive mode is the kind of 
constructive thinking described by Epstein (1992). 


Minor Modes 

Until now, I have been discussing the major or primal modes, concerned with 
vital issues (such as danger, failure, and rejection). For most of our waking life, 
however, we experience minor modes in more prosaic activities such as our 
involvement in reading, conversing with others, or working. Our attention is 
focused on the immediate situation and the cognitive, affective, behavioral, and 
motivational systems are mobilized at a level sufficient to satisfy the demands of 
the situation. In contrast to the major or primal modes, these minor modes are 
not highly energized and are under flexible conscious control; for example, it is 
comparatively easy to switch from the studying or conversational mode to 
another (say, recreational) 
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mode. This easy switch is not available in depression and other serious disorders. 

RELATION OF MODES TO MOODS 

The concept of mode may be used to replace the traditional concept of mood. 

Although there are similarities in these two constructs, I believe that the 

construct of the mode incorporates the main features of mood and has greater 

explanatory value than do the standard formulations.' Although some 
descriptions of mood allude to a cognitive component, the defining characteristic 
has been the presence of affect (sad, glad, scared, etc.). Further, moods have been 
viewed as transient states that simply have no specified function. In contrast, the 
concept of mode includes the specific functions not only of information 

processing but also of the other psychological systems in providing a specific 

integrated response to external demands as well as a mechanism for 

implementing one's goals. 

The theory of mode also includes the concept of structure and charge (or 
energy) to explain the regularity with which specific states are aroused and their 
activation after intervals by progressively less intense stimuli (sensitization or 
kindling). In accordance with the concept of mode, a person in a "bad mood" 
(or mode) would not only feel angry but would perceive events as intrusive and 
offensive and would be disposed to snap at people without ostensible 
provocation. 

In keeping with this present formulation, terms such as "mood disorders" 
would be translated into "mode disorders"; "mood induction experiments" become 
"mode induction"; and sayings such as "I'm in a bad mood" would become "I'm in a 
bad mode." This formulation does not preclude biological explanations for the 
instigation of the moods or mood disorders but would broaden their 
characterization as including the basic systems of the modes. 


ACTIVATION OF THE MODES 

In my earlier theorizing, I postulated a simple pathway from cognition to affect, 
motivation, and behavior (Beck, 1967, 1976). I proposed that a stimulus situation 
activated a cognitive schema, which then simultaneously activated motivation, 
affect, and behavior. According to my current formulation, the initial formation 
and development of the mode depends on the interaction of innate patterns 
("protoschemas") and experience. These protoschemas simply provide the basic 
structures that respond selectively to congruent experiences and evolve into 
cognitive schemas in a way analogous to the development of specific language 
structures from the undifferentiated primitive language structures (Pinker, 1994). 
Thus, learning how to recognize and 
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respond to real threats depends on the availability of the protoschemas and 
their exposure to relevant life experiences which then interact to produce 
differentiated schemas. Thus the preliminary framework of a dysfunctional 
mode is already in place prior to the onset of psychological disorders—for 
example, depression and is then triggered by a congruent event such as a 
loss. 

How is a particular mode activated by a congruent situation? When 
the individual perceives the relevant stimulus situation (the elevator, in Bob's 
case), or is in geographical or temporal proximity to it, an orienting schema 
assigns a preliminary meaning to the stimulus situation and activates the 
rest of the relevant mode (in this case, the "danger mode,") which is manifest¬ 
ed clinically by the phobic reaction to the elevator. The matching of the 
orienting schema to the situation is an intricate process that occurs rapidly 
and, in the case of the danger situations, practically instantaneously. 

The content of the orienting schemas may be likened to an algorithm 
that stipulates the necessary conditions for a "match." The terms of the al¬ 
gorithm are not applied in a stepwise progression but operate simultane¬ 
ously in a global way as though fitted into a template. When these conditions 
are fulfilled, the schema is activated and, in turn, triggers the rest of the 
mode to which it is attached. The excitation spreads through the cognitive 
system of the mode to the affective, motivational, behavioral, and physio¬ 
logical systems (see Figure 1.1). This formulation has some similarities to 
Bower's network theory (1981)— especially in regard to the spread of exci¬ 
tation across the network— but is much more closely related to Mischel's 
and Shoda's (1995) formulation of cognitive-affective networks. 

The "conscious control system" is separate from, and relatively indepen¬ 
dent of, the mode. When activated, this control system has the potential 
to override, or, more precisely, to de-energize the mode. 

What is the role of the orienting schemas when the person is already 

in a clinical state (e.g., depression)? The orienting schema is still operating 

but requires much less "evidence" in order to make a match with (i.e., as¬ 

sign a meaning to a stimulus situation. For example, in depression events 
that are either ambiguous or irrelevant may be interpreted in a negative way. 
The hypercharged negative schemas preempt the more normal schemas and 
stamp their own meaning on the event (see Beck, 1967, p. 285). Thus a 
depressed person may interpret a smile as patronizing, an expression of em¬ 
pathy, or a sign of disdain, and a transient separation from a significant 
person as an abandonment. 

It should be emphasized that the primal modes are not necessarily dys¬ 

functional. The mobilization of the entire psychobiological organization in 
time of real danger can be very adaptive, even lifesaving. Since the primal 

modes evolved in ancient environments, they can cause problems because 

they are not necessarily adapted to modern circumstances. The "niche" has 
changed and many of the derived strategies were better adapted to solving 
the crude primeval problems than the more complex problems of content- 
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porary life. The danger mode, for example, originating in the dangerous 
conditions in prehistoric wilds, becomes mobilized when a threat is 
symbolic — for example, being negatively evaluated—but is experienced as 
though there is a serious threat to life (as might have been the case at one 
time). 


MODES AND PSYCHIATRIC DISORDERS 

The various psychopathological disorders can be conceptualized in terms 
of the primal modes. There are, for example, anxiety, depressive, hopeless- 
suicidal, panic, obsessive—compulsive, and specific phobic modes correspond¬ 
ing to each of the disorders or clinical problems (see Table 1.1). Also, the 
operation of modes may be observed in compulsive behaviors such as sub¬ 
stance abuse, overeating, anorexia nervosa, compulsive hair pulling, or wrist 
slashing. Also, modes are obviously involved in paranoia and homicidal be¬ 
havior (see Table 1.1). 

Even the personality disorders can be formulated in terms of modes 
(Beck et al., 1990). When persons with dependent, histrionic, avoidant, or 
narcissistic personality disorders decompensate, they may slip into a hostile, 
depressive, anxious, or other mode. Personality disorders may also be charac¬ 
terized in terms of their habitual or prevailing modes that play an ongoing 
role in the patient's daily life. Thus dependent, avoidant, and histrionic per¬ 
sonality disorders are characterized by persistent dependent, avoidant, and 
histrionic modes. In these disorders, the modes are operational most of the 
time and do not require a strong stimulus to activate them. 


TABLE 1.1. Typical Cognitive, Affective, Behavioral, and Physiological Systems 
associated with Specific Diagnostic Categories 





Primal systems 


Disorder 

Cognitive 

Affective 

Behavioral 

impulse 

Physiological 

Specific 

Specific 

Anxiety 

Escape or 

Autonomic nervous 

phobia 

danger 


avoid 

system activation 

General 

fear 

Generalized 

danger 

Anxiety 

Escape, avoid, 
inhibit 

Same 

(Hostility)^ 

Threatened, 

wronged 

Anger 

Punish 

Same 

Depression 

Loss 

Sad 

Regress 

Parasympathetic 

activation 


Although hostility has not been listed as a "mental disorder" in the current classifications, I be¬ 
lieve that it should be included in order to account for individuals' excessive reactions leading to 
violence and homicide. 
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The cognitive organization within the various Axis I disorders may be 
analyzed in terms of major modes., These modes have the same cognitive 
structures as the conceptual formulations currently used in formulating a 
case. The cognitive organizations are composed of a hierarchy of beliefs 
labeled the "controlling cognitive constellation" (Beck et al., 1985) that form 
the framework for assigning meanings, interpretations, explanations, and 
expectations. 

The core beliefs consist of the most sensitive component of the self- 
concept (e.g., vulnerable, helpless, inept, loveless, worthless) and the primi¬ 
tive view of others (rejecting, hostile, demeaning). The conditional rules 
(embedded in the "orienting schema") stipulate the conditions under which 
the core belief is applicable and, thus, becomes operative. The orienting 
rules correspond to the "if ... then" behavioral rules described by Mischel 
and Shoda (1995). When the criteria for these rules have been fulfilled, the 
core belief or its derivative is either activated or enhanced. For example, 
Bob's conditional rule was: "If I take the elevator, 1 am likely to get killed." 
Thus, the decision to take the elevator fulfilled the conditions of the rule 
and activated the phobic mode centered in the core belief "I am vulnerable 
to physical disaster." Other examples of the conditional rules are: 

"If 1 mingle with others, I will be rejected" (social anxiety). 

"If I have an inexplicable sensation, it is a sign of a catastrophic inter¬ 
nal danger" (panic). 

"If I attempt to do anything, I will certainly fail at it" (depression). 

The therapist can infer the unconditional core beliefs underlying those 
conditional rules: "I am friendless, unlovable," "physically vulnerable," and 
useless, worthless"; other people are "rejecting," "critical," or "dangerous." 
(These core beliefs become fully conscious and often are experienced as ru¬ 
minations when a person has a clinical depression but are more subtle in 
other conditions.) 

The core beliefs are generally balanced by compensatory rules: 

"If 1 avoid others, I can avoid rejection" (social anxiety). 

"If I get medical attention right away, I can be saved" (panic). 

"If I keep achieving, 1 am not worthless" (depression). 

The compensatory rules lead to imperatives, injunctions, and prohibi¬ 
tions, such as "Work as hard as you can," "Don't stick your neck out," "Don't 
leave a safe haven." 

In obsessive—compulsive disorder there are at least two core beliefs. 
First, "I (or other individuals linked to me in a causal pathway) am vulner¬ 
able to some external toxic condition." These threats are usually invisible, 
such as pathogenic microbes, radar, thought rays, toxic fumes, or even "evil 
thoughts," which can (according to the patient) cause disease, damage, or 
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death. Allied to these threats is a second core belief: "I am responsible if I 
don't prevent the disaster." 

The negative conditional rules in obsessive—compulsive disorder are (1) 
"If 1 (or someone linked to me) am exposed, then grave consequences will 
occur"; (2) "If I do not act to prevent the damage from any of these noxious 
or lethal agents, I am responsible (and blameworthy)." The compensatory 
conditional rule is "If I take appropriate measures, 1 can prevent the dis¬ 
aster from occurring." The imperative rule is "I must do everything I can to 
prevent this disaster from occurring." 

The mode in obsessive—compulsive disorder may not be operational 
all the time. Nonetheless, the mode always carries some subthreshold charge 
until an additional charge provided by a stimulus situation (e.g., exposure 
to dirt) raises the charge above the threshold and the mode becomes fully 
operational. Thus when the conditions of the negative conditional rules are 
fulfilled, the mode is activated and the specific symptoms of obsessive— 
compulsive disorder become apparent. The same dynamics occur in other 
disorders such as generalized anxiety disorder and depression. 

THERAPY: DISCHARGING AND MODIFYING THE MODES 

There are three major approaches to "treating" the dysfunctional modes: first, 
deactivating them, second, modifying their structure and content, and third, 
priming or "constructing" more adaptive modes to neutralize them. In 
actual practice, the first and third procedures are carried out simultaneously 
for example, demonstrating that a particular belief is wrong or dysfunctional 
and that another belief is more accurate and adaptive. In addition, priming 
dormant problem-solving strategies (Nezu & Nezu, 1989) helps to 
activate the more "normal" adaptive mode. 

The primal modes, particularly those corresponding to disorders such 
as panic, social anxiety, depression, and obsessive—compulsive can be 
discharged— that is, reduced to a quiescent level—through a variety of 
methods. In a normal adaptive reaction, the primal danger mode is activat¬ 
ed when individuals perceive a set of conditions that seem to represent a 
real danger. If they recognize that their interpretation of "danger" was wrong, 
or when they determine the danger has passed, the primal mode is deac¬ 
tivated. 

Suppose you are awakened from your sleep by strange noises that sound 
like an intruder in your bedroom. You become instantly mobilized to pro¬ 
tect yourself. You then discover that the sounds are caused by the flapping 
of your Venetian blinds. You calm down and go back to sleep: The danger 
mode activated by your interpretation of the sounds was discharged by your 
reinterpretation, based on more accurate information. 

A somewhat different sequence occurs in the experience of patients with 
psychological disorders. For example, panic disorder patients learn that their 
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panic attacks can be interrupted by distraction, by the transfer of their attention to 
some external stimulus. The charge of the panic mode is temporarily reduced 
below the threshold for activation and the symptoms subside. It should be 
noted, however, that in contrast to the normal reaction when a presumed danger 
has passed, the panic mode still carries a subthreshold (subliminal) charge and can 
be readily reactivated—that is, reach threshold—under the conducive 
circumstances; for example, experiencing an "unnatural sensation," such as a 
sudden chest pain. 

The fluctuations in the charge of the mode are particularly obvious in phobic 
disorders, such as Bob's elevator phobia. When exposed to the problem of 
riding in the elevator, his danger mode becomes more highly charged (cathected) 
and he becomes anxious. If he chooses to use the stairs (i.e., he escapes from the 
phobic situation) the charge is reduced below threshold and he is no longer 
symptomatic. However, even thinking about riding the elevator can increase the 
charge of the mode above its activation threshold and produce anxiety, rapid 
breathing, and sweaty palms. 

Other methods besides distraction can be temporarily effective in reducing the 
supraliminal charge of the primal mode. For example, the cathexis of the 
activated panic mode can be reduced to a subthreshold level during a panic 
attack by reassurance from a physician or other professional. The confident 
communication of corrective information leads to a more benign interpretation of 
the unnatural sensation and lowers the modal charge below the activation 
threshold. Depending on the source of anxiety or phobia, the persuasive 
information may simply be the assurance that there is no danger of suffocating 
in a tunnel, or losing control in a supermarket, or fainting on top of a tall 
tower. 

The corrective information from an acknowledged authority not only 
contradicts the content (e.g., the fear) embodied in the mode but also activates a 
"safety mode," incorporating a more realistic belief (see Rachman, 1990). As this 
adaptive mode becomes cathected, it draws some of the charge away (temporarily) 
from fixation on the danger. However, the charge or safety mode is generally 
unstable and when the patient is exposed once again to the threatening stimuli, the 
danger mode becomes recharged above the activation threshold and the patient 
will experience his or her typical anxiety complex. 

How does a therapist achieve a more durable modification of the content or 
structure of a mode? It seems that for such a lasting change to occur, it is 
necessary to achieve a substantial change in the underlying absolute and 
conditional rules that shape the individual's interpretations. For example, 
treatment studies have demonstrated that as the panic-prone patients' conditional 
rules regarding the explanation for their unnatural bodily sensations or 
psychological experiences are substantially and repeatedly repudiated, and a more 
credible explanation for these sensations is incorporated, they no longer 
experience panic attacks.' 

The durable change in beliefs, for example, from "My mild chest pain 
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is probably a heart attack" or "My faint feeling means I'm dying" to "This kind of 
transient chest pain is due to innocuous spasm of chest muscles" or "The faint 
feeling is a result of hyperventilation," not only produces rapid relief from panic 
attacks but also produces a kind of "immunity" from future attacks. The solid 
learning involved in a convincing demonstration of the unrealistic nature of the 
fears plus the incorporation of a more realistic belief form a solid protective 
wall against subsequent panic attacks. 

This kind of corrective learning becomes "structuralized," that is, embodied in 
an adaptive mode. A crucial change occurs in the orienting schema. The formerly 
provocative conditions (e.g., lightheadedness or chest pain) no longer produce 
panic but evoke an adaptive meaning (such as, "My lightheadedness is a normal 
physiological reaction to overbreathing" or "My chest pain is simply tension in my 
chest muscles"). As the orienting schema (or rule) is changed, the infrastructure of 
absolute beliefs is modified. This modification is probably the paradigm for most 
corrective learning. In addition, the implicit knowledge embedded in the new 
adaptive mode inhibits the activation of the old dysfunctional beliefs that become 
inoperative, although not totally deleted. They can become charged again under 
uniquely stressful circumstances. 

Modifying the depressive mode follows a route similar to that of phobias and 
panic disorder. Standard supportive interventions, for example, may defuse the 
core belief, "I am helpless" or "I am unlovable" (Beck, Rush, Shaw, & Emery, 
1979). The therapist's interest and guidance transfers some of the cathexis from 
the "helpless" or "unlovable" belief to a more adequate, "likable" belief. Since this 
process does not, in itself, permanently change the dysfunctional beliefs, 
however, the disorder is subject to recurrence. Similarly, pharmacotherapy can 
neutralize the charge of the depressive mode but, since it does not alter the 
structure of the mode, it does not prevent recurrence of the disorder. The most 
durable change follows from changing the meaning assignment rules that equate, 
for example, a failure or a disappointment with being unlovable or powerless and 
substituting more precise rules regarding the meaning of a rebuff or a failure. 

The basic cognitive—behavioral approaches to depression, consisting of 
assigning a structured activity program and emphasizing "mastery" and "pleasure" 
(Beck et al., 1979), help to prime the productive or adaptive mode that has been 
dormant during the depression. The priming of specific problem-solving and 
productive schemas counteract the regressive passivity. Activities such as graded 
task assignment, confronting and solving practical problems (including those 
created by the depression), demonstrate to the patients that they can do more 
than they believed and that they have more control over themselves than they 
realized. Thus, the core "inadequacy belief' is partially deactivated. The 
recognition, review, and reframing of the "automatic negative thoughts" also 
helps to energize reality testing as well as to modify the negative self-image. 

Other cognitive skills, such as examining the evidence for an interpre- 
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tation, exploring alternative explanations, and reinforcing (and recharging) 
reality testing, are also crucial in reducing the cathexis of the depressive mode. 
While applying these skills may be effective in interrupting the progression 
of depression and promoting recovery, it does not necessarily change the 
predisposition to depression. In order to forestall recurrence, it is necessary 
to modify the content of schemas and to apply the cognitive skills when 
dysfunctional interpretations arise. Barber and DeRubeis (1989) assert that 
the protection against recurrence of depression following successful cogni¬ 
tive therapy may be ascribed to the patients' learning the basic cognitive 
skills during therapy and then applying them when adverse circumstances 
arise. 

The approach to modifying the predisposition to depression consists 
of changing the specific structural characteristics of the depressive mode. 
First, the kind of negative evaluations, originating in the orienting schemas, 
that trigger the mode and indeed are a component of the depressive mode 
are evaluated and modified. For example, if patients believe that their hap¬ 
piness and worth depend on continued success and recognition, they are 
is prone to overinvest in goal seeking. The more they value this attainment 
and equate their self-worth with achievement, the more vulnerable they are 
to any reversal or setback. Modifying the meaning assignment rules involves 
clarifying the role of personal success, for example, as only one part of liv¬ 

ing and not as the measure of the individual's worth. These changes in the 
patients' value systems lead to a stabilization of their self-esteem and self- 
image. By reducing the degree of ego-involvement in proving themselves 
successful, for example, they find that events become less important. 

The fact that drugs appear to have the same impact as psychotherapy 
on the functioning of the modes is a problem that needs to be addressed. 
For example, improvements in depressive beliefs are observed following suc¬ 
cessful treatment by either cognitive therapy or pharmacotherapy (Simons, 
Garfields, & Murphy, 1984). Just as experiences such as gains, losses, or 
threats can activate an expansive, depressive, or vulnerable mode and psy¬ 
chological interventions can deactivate these modes, so pharmacological 
agents, such as amphetamines, tricyclics, and barbiturates, can have simi¬ 
lar effects in charging, discharging, and inhibiting specific modes. With defer¬ 
ence to the quandary of the mind—body problem, it is still possible to 
encompass these observations within the present theory: The modes are con¬ 
ceptualized as unitary structures. From a psychological perspective, they 
have the characteristics (structures, content, level of activation) already 

described. From a neurochemical perspective, the modes can be viewed as 

consisting of patterns of neural networks, as yet undefined. The activation 

of the psychological phenomena and the neural substrates occur as a uni¬ 

tary process, the psychological and neural aspects simply representing differ¬ 
ent perspectives of the same phenomenon. 

The point of entry into the central nervous system and the pathway 
for activation (or deactivation) of the mode differs for drugs and life ex- 


























Beyond Belief 


19 


perience (including psychotherapy): Drugs affect the mode through direct entry 
into the brain via the bloodstream and modify neural activity. External events are 
funneled through sensory channels, such as vision and hearing, and after 
preliminary processing are transformed into the neural activity that culminates in 
the modal activation or deactivation. Irrespective of the point of entry— whether 
through sensory channels or through introduction of psychotropic materials into 
the brain—the effect is the same: The mode is deactivated. 

The drawback to pharmacotherapy is that, although it can discharge or 

inhibit the dysfunctional mode, it does not produce any durable changes in the 

meaning assignment beliefs. Thus, at a later date, the confluence of predisposing 
and precipitating conditions can once again produce a recmdescence of the 
symptoms. 

The therapeutic implications of the present discussion are relevant to the 
duration of therapy and the impact on the belief systems. In clinical practice, it is 
important to concentrate on modifying the dysfunctional beliefs as well as 
inculcating cognitive skills. Since patients vary in their "learning curves," the 
duration of therapy should be adapted to the individual requirements, particularly as 

indicated by changes in dysfunctional and constructive beliefs. Booster sessions 
following the completion of the formal course of therapy would also be 
indicated as a way of reinforcing the adaptive learning. 


SUMMARY 

The formulation of the theory of modes was prompted by my difficulty in 
accommodating various psychological and psychopathological phenomena to 
the simple schematic model of stimulus cognitive schema motivation, 
affect, and behavior. The notion of mode can provide a more complete 
explanation of the complexity, predictability, regularity, and uniqueness of 
normal and abnormal reactions. A model that encompasses a composite of 
cognitive, affective, and behavioral structures addresses the clinical phenomena 
and at the same time preserves the essential psychobiological unity of the 
organism. This new model, moreover, can clarify not only the form and content 
of psychiatric disorders but also their precipitation, oscillation, and remission. 

The concept of modes represents a global expansion of simple schema theory 
and provides the scaffolding for an integrated theory of personality and 
psychopathology. Modes are conceived of as structural and operational units of 
personality that serve to adapt an individual to changing circumstances. The 
modes consist of a composite of cognitive, affective, motivational, and 
behavioral systems. The relevant components of these systems are unified within 
the mode and function synchronously as adaptational strategies. The modes can 
account for a variety of functions rang- 
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ing from the relatively brief reactions in emergency situations to the more diverse 
and enduring phenomena such as affection, clinical depression, and prejudice. 

It is clear that the cognitive organization in depression, for example, cannot 
be reduced to a few simple schemas, but consists of a complex array of 
schemas that vary along a number of dimensions such as accessibility (explicit 
or implicit) and potency or intensity (e.g., prepotent or latent). The conglomerate 
of schemas also includes broad belief categories such as self-image, 
expectations, imperatives, and memories. The content of these beliefs vary 
according to certain characteristics such as absolute or relative and conditional 
or unconditional. 

As circumstances and demands change, a mode relevant to the changing 
situation is instigated. Although a mode is viewed as being generally activated 
by relevant external circumstances, some modes may be instigated by biological 
factors such as hunger or sexual arousal or by abnormal conditions such as 
bipolar affective disorders. Moods—reformulated as modes—may also be 
instigated by endogenous factors. 

From a functional standpoint, it is more economical for an organism to 
have immediate access to a suborganization drawing on the relevant cognitive, 
affective, and motivational systems in a global fashion than to have to rely on a 
linear process of individual schemas and beliefs triggering congruent affect and 
motivations. Further, the availability of clusters of beliefs and memories 
facilitates parallel (i.e., global) processing so that the organism can respond 
almost instantaneously to all the relevant variables in a particular situation. 

A new contribution to the theory is the concept of the "orienting 
schema." The orienting schema consists of a kind of algorithm that sets the 
conditions or circumstances necessary for activating the mode. Thus, a single 
glance at a threatening figure can set in motion a simultaneous evaluation of the 
personal relevance, context, risks, coping strategies, and prediction of outcome for 
a given strategy. As the mode is activated, the relevant coordinate schemas come 
into play and the affective motivational and behavioral systems are energized. 

Almost simultaneously, the organism becomes prepared for action that sets the 

conditions or circumstances necessary for activating the mode. Once the mode is 

activated, the variety of coordinate schemas come into play. The affective, 

motivational, and behavioral systems are activated simultaneously. 

Irrespective of whether they are triggered by environmental events or by 
internal neuroendocrine factors, the modes operate as information processors of 
ongoing situations. Individuals continuously scan their internal and external milieu 
and when a particular set of conditions "fits" the algorithm or template of the 
orienting schema attached to a mode, the cognitive composite of the mode 
becomes charged. As the meaning is assigned to the situation by the cognitive 
schemas, the congruent affective, motivational, and behavioral systems become 
charged. The content of the cognitive schemas 
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consists of rules, beliefs, and memories that mold the flow of information into 
the cognitive products: interpretation, predictions, and images. The initial 
cognitive process is generally outside of awareness but the products frequently 
proceed into awareness. 

A fight (or hostile) mode, for example, may be activated by another person 
brandishing a club. The orienting belief attaches the label of "threat" and almost 
instantaneously energizes the fight mode: The initial impression includes a 
global representation of the risk, seriousness, and imminence of the threat and the 
individual coping resources (Beck et al., 1985). The appropriate components of 
the mode are activated—meaning: "being attacked"; affect: anger; motivation: urge 
to fight; behavior: mobilization for counterattack. There is also a physiological 
component to this kind of mode, specifically an activation of the autonomic 
nervous system, manifested by increased blood pressure, heart rate, and 
sweating. 

Much of the cognitive processing in emergency situations occurs out of 
awareness, but generally there is a conscious cognitive product in the form of 
an image of the potential danger of being attacked. In general, the nonconscious 
processes occur as an automatic, practically reflex, immediate response to a 
threat and the conscious processing occurs as a slower response. 

The conscious system registers the derivatives (thoughts, feelings, and 
wishes) of the reflexive components of the modes as well as the more reflective 
components. This component also consists of important phenomena such as the 
conscious sense of identity ("I" or "me"), choice, will, values, aesthetics, and 
curiosity. The conscious system is the most flexible and adaptable of the 
personality systems and functions (1) to override the automatic operations of a 
mode when it conflicts with conscious values and plans, (2) to provide more 
perspective on a situation, (3) to "reality test" the products (automatic inference and 
predictions), and (4) to provide for longer-term planning, changes in strategies, 
and goal setting. Thus, the interplay between the conscious system and the 
mode can proceed in a "top-down" as well as a "bottom-up" direction. 

The notion of "energetics" (cathexis, charge) can explain the phenomena of 
activation and deactivation, lowering and raising of thresholds, and sensitization 
and desensitization. The concept of charge or cathexis can explain how a 
particular mode becomes more active with successive stimulus situations until it 
dominates the individual's functioning. This buildup can occur in "normal" 
circumstances, such as a profound hostile reaction after repeated insults, or 
abnormal reactions, such as clinical depression. 

The concept of de-energizing and modifying the dysfunctional modes and 
constructing or reinforcing more adaptive modes can clarify such problems as 
remission and relapse and the appropriate choice of intervention. The model can 
also provide some insight into the relative value and specific applications of 
various therapeutic interventions such as distraction, skills training, and 
restructuring basic beliefs. The model also underscores 
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the importance of a multifaceted approach to complex disorders such as 
depression, which requires a combination of interventions consolidated by 
"booster sessions" in order to defuse the dysfunctional mode and reinforce 
the adaptive mode. This construct also provides an explanation for the 
similarity and difference between cognitive therapy and pharmacotherapy. 
Cognitive therapy is more effective in protecting against relapse because it 
modifies the structure of the mode. 

The content of a particular mode provides a clue as to whether an in¬ 
dividual is experiencing a normal reaction or a clinical disorder. A prolonged 
state characterized by an extreme content out of proportion to provoking 
circumstances, and which fails to recede with a change in circumstances, 
suggests that a clinical disorder is present. 

Each of the clinical disorders can be described in terms of a specific 
mode with idiosyncratic cognitive, affective, motivational, and behavioral 
properties. The symptoms are manifestations of these properties; for ex¬ 
ample, in the depressive mode there is preoccupation with loss (cognitive), 
sadness (affective), and general inertia and passivity (behavioral). A func¬ 
tion of the depressive mode is conservation of resources and a function of 
the anxiety mode is immediate self-preservation. The other clinical disord¬ 
ers can also be understood in terms of the components of the specific mode. 
Their function can generally be viewed as an aberration or exaggeration 
of a normal adaptive process. Obsessive—compulsive disorder, eating dis¬ 
order, or panic disorder, for example, may be viewed in this way. 

In essence, the formulation of the concept of mode can provide an 
approach to a number of questions regarding the relation of the various 
psychological systems to each other, the relation of nonconscious to con¬ 
scious functions, reactions to situational or endogenous variables, changes 
in the intensity and quality of feeling states, and relation of personality to 
psychopathology and the differential responsiveness of psychological dis¬ 
turbances to pharmacotherapy and cognitive therapy. This addition to the 
present cognitive theory can provide further clarification of normal and 
abnormal processes and can facilitate the refinement of intervention stra¬ 
tegies. 
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NOTES 

1. The physiological system is not so isomorphic with (i.e., it is at a different 
level of abstraction than) the other systems. Flowever, in order to account adequately for 
the phenomena, it is necessary to mix physical constructs with the psychological. 



Beyond Belief 


23 


A somewhat similar problem is posed with the concept of charge or cathexis of the schemas. 

2. Teasdale's conceptual framework of Interacting Cognitive Subsystems (ICS), 
described in Chapter 2 (this volume), presents a far more detailed description of the various 
cognitive units, codes, and patterns than I present here. In this sense, his formulations are 
complementary to mine and provide a rich lode of testable hypotheses derived from cognitive 
science. Further, by drawing on the language as well as the concepts of cognitive psychology he 
helps to bridge the gap between the clinically derived formulations and those of the 
experimental disciplines. 

3. The memories ascribed to the mode have been described in the literature as a 
specialized system recording "emotional events"; that is, the original experiences were 
associated with affect (McGaugh, Introini-Collison, Cahill, & Castellano, 1993). 

4. Of course, in the final analysis, the interpretation of the event and the relevant 
circumstances determine the response. For a religious person, the death of a loved one, for 
example, may be framed as a happy event, as an entry into an eternally blissful afterlife. 

5. The use of terms such as "charge," "cathexis," and "energy" should not be confused 
with the same words used in psychoanalytic theory. Freud conceived of hysteria, for 
example, as an expression of damned up energy attached to repressed ideas or memories. 
The symptomatic derivation of this repressed energy could be relieved through catharis or 
abreaction of the affect. I use the terms in much the same way as Floyd All-port (1955, pp. 
48-415) in his description of the activation and deactivation of sets. Although these terms 
have fallen into disuse, they add substantial explanatory power to structural models of 
personality and psychopathology. In a sense, the charging of modes may correspond to the 
neuronal activity of specific brain areas that have been demonstrated to correlate with mental 
functions such as energy, memory, and ruminations. 

6. Biased thinking is not necessarily dysfunctional. In certain dangerous conditions, it is 
better to overreact than to underreact, to overinterpret danger, and to personalize certain 
threats. 

7. English and English (1958) define mood as "a relatively mild emotional state, 

enduring or recurrent,. an internal state of readiness for a specific kind of emotion¬ 

al response; excited, joyful, depressed." The concept of mode covers both definitions. 

8. An Oxford study showed that changes in health-disease rules were correlated with 
enduring cessation of attacks as well as recovery from the current period of multiple attacks 
(Clark et al„ 1994). 


REFERENCES 

Allport, F. H. (1955). Theories ofperception and the concept of structure. New York: 

Wiley 

Bandura, A. (1986). Social foundations of thought and action: A social cognitive the ory. 
Englewood Cliffs, NJ: Prentice Hall. 

Barber, J. P., & DeRubeis, R. J. (1989). On second thought: Where the action is in cognitive 
therapy for depression. Cognitive Therapy and Research, 13, 441-457. 

Bargh, J. A., & Iota, M. E. (1988). Context-dependent automatic processing in depression: 
Accessibility of negative constructs with regard to self but not others. Journal of 
Personality and Social Psychology, 54, 925-939. 



24 A. T. BECK 


Bartlett, F. C. (1932). Remembering. Cambridge, UK: Cambridge University Press. 
Beck, A. T. (1964). Thinking and depression: 2. Theory and therapy. Archives of General 
Psychiatry, 10,561-571. 

Beck, A. T. (1967). Depression: Causes and treatment. Philadelphia: University of Penn¬ 
sylvania Press. 

Beck, A. T. (1976). Cognitive therapy and the emotional disorders. Sew York: Inter¬ 
national Universities Press. 

Beck, A. T., Emery, G., & Greenberg, R. L. (1985). Anxiety disorders and phobias: 
A cognitive perspective. New York: Basic Books. 

Beck, A. T., Freeman, A., & Associates. (1990). Cognitive therapy of personality dis¬ 
orders. New York: Guilford Press. 

Beck, A. T., Rush, A. J., Shaw, B. F., & Emery, G. (1979). Cognitive therapy of depres¬ 
sion. New York: Guilford Press. 

Beck, A. T., Wright, F. D., Newman, C. F., & Liese, B. S. (1993). Cognitive therapy 
of substance abuse. New York: Guilford Press. 

Bower, G. H. (1981). Mood and memory. American Psychologist, 36,129-148. 

Clark, D. M., Salkovskis, P. M., Hackman, A., Middleton, H., Anastasiades, P., & 
Gelder, M. (1994). A comparison of cognitive therapy, applied relaxation and im- 
ipramine in the teatrnent of panic disorder. British Journal of Psychiatry, 164, 
759-769. 

Dobson, K. F., & Kendall, P. (1993). Psychopathology and cognition. New York: Aca¬ 
demic Press. 

Dweck, C. S., & Leggett, E. L. (1988). A social-cognitive approach to personality and 
motivation. Psychological Review, 95, 453-472. 

English, H. B., & English, A. C. (1958). A comprehensive dictionary of psychological 
and psychoanalytical terms. New York: Longman. 

Epstein, S. (1992). Constructive thinking and mental and physical well being. In L. Mon- 

tada, S. H. Filipp, & M. J. Lemer (Eds.), Life crises and experiences of loss in 
adulthood. Hillsdale, NJ: Erlbaum. 

Epstein, S. (1994). Integration of the cognitive and psychodynamic unconscious. American 
Psychologist, 49, 709-724. 

Haaga, D. A., Dyck, M. J., & Ernst, D. (1991). Empirical status of cognitive theory 
of depression. Psychological Bulletin, 110, 215-236. 

Higgins, E. T. (1996). Knowledge activation: Accessibility, applicability, and salience. 
In E.T. Higgins & A. W. Kruglanski (Eds.), Social psychology: Handbook of basic 
principles (pp. 133-168). New York: Guilford Press. 

Kelly, G. (1955). The psychology of personal constructs (Vols. 1 & 2). New York: 
Norton. 

Kihlstrom, J. F. (1990). The psychological unconscious. In L. A. Pervin (Ed.), Hand¬ 
book of personality: Theory and research (pp. 445-464). New York: Guilford Press. 

McGaugh, J. L., Introini-Collison, I. B., & Cahill, L. F., Castellano, C. (1993). Neu- 
romodulatory systems and memory storage: Role of the amygdala. Special issue: 
Emotion and memory. Behavioral Brain Research, 58, 81-90. 

Mischel, W., & Shoda, Y. (1995). A cognitive-affective system theory of personality: 
Reconceptualizing the invariances in personality and the role of situations. Psycho¬ 
logical Review, 102, 246-248. 

Nezu, A. M., & Nezu, C. M. (1989). Clinical decision making in behavior therapy: 

A problem-solving perspective. Champagne, IL: Research Press. 

Pervin, L. A. (1994). A critical analysis of current trait theory. Psychological Inquiry, 

5, 103-113. 




Beyond Belief 


25 


Piaget, J. (1950). [Psychology of intelligence] (M. Piercy ec D. E. Berlyne, Trans.). New 
York: Harcourt, Brace. (Original work published 1947) 

Pinker, S. (1994). The language instinct: How the mind creates language. New York: 
Morrow. 

Rachman, S. (1990). The determinants and treatment of simple phobias. Advances in 
Behaviour Research and Therapy, 12, 1-30. 

Segal, Z., & Ingram, R. E. (1994). Mood priming and construct activation in tests of 
cognitive vulnerability to unipolar depression. Clinical Psychology Review, 14, 1033. 

Simons, A., Garfields, S., & Murphy, G. (1984). The process of change in cognitive 
therapy and pharmacotherapy for depression. Archives of General Psychiatry, 41, 45- 
51. 

Teasdale, J. D., & Barnard, P. J. (1993). Affect, cognition, and change: Re-modelling 
depressive thought. Elove, UK: Erlbaum. 

Williams, M. G., Watts, F. N., McLeod, C., & Matthews A. (1988). Cognitive psy¬ 
chology and emotional disorders. New York: Wiley. 

Woody, S., & Rachman, S. (1994). Generalized anxiety disorder (GAD) as an unsuccessful 
search for safety. Clinical Psychology Review, 14, 743-753. 




